three-day and ten-day courses 4 Other factors associated with health care costs include the overall wealth of the community (richer countries tend to spend more of their purchasing power on health than poorer ones); the age structure of the population served; the degree to which professionals can profit directly from providing higher cost care; and the extent to which consumers have explicit, personal rights of access to care as distinct from "population based" rights to care. By definition, systems which define health care narrowly and tend to exclude longer term nursing and rehabilitative functions will also tend to be easier to cost limit than those based on a broader view of patients' needs.
Cash limited primary care? Given that cash limits have already been shown to be enforceable in the hospital and community health services, there is no inherent reason why they could not be applied to family health. Indeed, the ratio of fixed to variable costs in family practice is often more favourable to the workings of a cash limit than it is in hospital based interventions. Because overall family health service costs will tend to remain roughly constant within a given range of activity they are largely predictable. The This problem has already been raised in the context of fundholding.7X This scheme attempts not only to fund elements of general practitioners' work from the cash limited health and community vote (as in the case of fundholder prescribed medicines) but also to give primary care practitioners more direct power over resources destined for use in the secondary care sector. (Nevertheless, some two thirds of the total NHS money devoted to fundholders' patients is still channelled through health authorities: the approach is more cautious than is sometimes suggested.)
Fundholding is an exciting and in many respects laudable initiative, notwithstanding the issues of equity that it may raise. But it is not clear that it could be extended to include all practices or all NHS resources going to patients passing through the general practice gateway. Larger population bases will probably be needed to ensure that variations in spending can be kept within meaningful limits. Professionally, and from the viewpoint of public interest, it is not necessarily desirable that central government or regional health authorities should have the power to impose strict curbs on all primary health care outlays when informed demand levels imply greater spending.
Thus, at least during the 1990s, the least hazardous way to try to achieve the full advantages of a price aware, cost restrained NHS driven by primary care would be to extend the flexible indicative financial control approach pioneered in the drug budget in primary care. This could be combined with the establishment of firmer rights of access for the general practitioner and patient to hospital (or other community health) facilities. If costs are limited through a system of notional budgets for each practice population's hospital care combined with firmer purchasing budgets at district or regional levels, then further shifts in the balance of resource control in favour of general practitioner led service development might be achieved. This is not to discount the existing fundholding approach. Rather, a pragmatic combination of experiments ought to be continued during any transition towards greater financial and operational integration of primary and secondary care in the NHS. As this takes place careful thought also needs to be given to how contingency resources can be held. These will be necessary to prevent cash limited budget holders faced with district or regional outlays that are over target being forced to make "quick fix" adjustments to services or encouraged to turn certain elements of the NHS into Cinderella services which may be sacrificed in attempts to regulate costs. General practitioners and their patients are likely to find it unacceptable that services such as community nursing might be used in this way.
Conclusions
In the past the approach of the General Medical Services Committee towards issues of NHS financial management has on occasion been naive, and failure to take part in constructive debate has probably contributed to the introduction of control arrangements that may be more likely to impose cheapness than to ensure value for money. Family doctors and their representatives should make committed efforts to understanding the economic and managerial logic underlying the creation of "the new NHS." Likewise, those in government and NHS management must now make a similar investment in understanding professional concerns, and subsequent debate and compromise ought to be conducted in circumstances which genuinely permit free speech of participating individuals. In the past many seem to have felt confined to defending the assumed interests of their "side."
The publication of Building Your Own Future is an encouraging sign that such an idealistic set of objectives is attainable in Britain. The NHS is well placed to lead most other health care systems in ensuring value for money spent in the 1990s. But efficient use of available health funds is not the community's only requirement. The NHS also needs enough money to ensure that it can make an optimum contribution to the population's overall welfare. Perhaps as concerns about creating the mechanisms needed to create cost and price sensitivity within the health care system are resolved issues such as how to maintain (or further ensure) universal access to increasingly sophisticated and expensive forms of care and to provide genuinely adequate community health and social support for chronically ill people will begin to receive the attention they deserve.
